soft and was not distended, but a painless abdominal mass was palpated in the right upper guardant. No tenderness was eliciteded in the other abdominal areas. Complete blood count showed hemoglobin 12.5 g/dl; white blood cell count, 14,540/μl (seg., 80.6%; lymphocyte, 13.3%; eosinophils, 1.4%); and platelet count, 774,000/μl. Tumor markers were unremarkable (CEA 0.59 ng/ ml, CA19-9 4.19 U/ml, AFP 3.97 ng/ml). Gastroscopy revealed the advanced gastric cancer in the anterior wall of the antrum and biopsy confirmed poorly differentiated adenocarcinoma (Fig. 1) . Computed tomography (CT) of the abdomen revealed wall thickening in the gastric antrum, as well as omental and mesenteric metastatic masses. Suspected peritoneal seeding secondary to cancer infiltration was shown in the right omentum and wall thickening at hepatic flexure of the colon (Fig. 2) . The patient underwent laparoscopic examination followed by distal gastrectomy with D2 lymph node dissection and segmental resection of the small intestine. Intra-operatively, the abdominal mass was suspected to be small bowel GIST was and not gastric cancer metastasis. The gastric lesion was in the antrum associated with ulceration, measuring 2×1.5 cm. It invaded the submucosa without metastasis in all 11 regional lymph nodes (Fig. 3A) .
H&E staining of the gastric lesion showed poorly differentiated adenocarcinoma with signet ring cells (Fig. 4A) . The small bowel lesion on the serosal surface was a multi-lobulated mass, measuring 8×7×7 cm. The cut surface of mass showed a brownish solid area with focal hemorrhagic and necrotic areas ( It is not known whether this association is a simple incidental co-existence or whether it is casually connected. More investigations are needed to elucidate this further.
